I n psychiatric research and some clinical settings, short screening instruments are used to quickly identify individuals who may have one or more disorders and should, therefore, receive a more thorough examination. The advantage of this practice is that full interviews need not be done in cases where there is no evidence of any disorder.
The K6 is a measure of generalized distress that Kessler and colleagues developed using general population samples. 1 The K6 and a longer version of the same instrument, the K10, have been widely used in population surveys to measure past-month distress. Both consist of questions beginning with, "how often in the past month did you feel . . .," with specific symptoms including "tired out for no good reason," "nervous," and "sad or depressed." There are 5 possible responses, from "none of the time" to "all of the time," scored from 0 to 4. Items are summed to obtain a total score ranging from 0 to 24.
Several reports have been published on the possibility of using the K6 or K10 in population health surveys as a screen for more detailed interviews. [2] [3] [4] The K6, in particular, is well-suited to this role: it is brief, has shown excellent agreement with the most widely used diagnostic instrument in epidemiologic research, the CIDI, 5, 6 and is often included in major epidemiologic surveys on its own merits. Existing studies assessing the suitability of the K6 as a screen for the full CIDI have reported excellent agreement, with areas under the receiving operating characteristic curve in excess of 0.9. 3, 4 Despite its apparently good performance, at least one potential problem remains with the use of the K6 as a screen for longer diagnostic interviews. Studies have confirmed its ability to detect the presence of any disorder, but not whether it is equally good at detecting different disorders or combinations of disorders. Excellent performance with respect to major depression, for example, might obscure low sensitivity for less prevalent disorders. If this were the case, respondents with low-prevalence disorders would be less likely to receive the full diagnostic interview, potentially resulting in large underestimates for those conditions. Further, the K6 may be more likely to identify respondents with multiple disorders, who are likely to have high levels of distress; if this is the case, the proportion of cases with multiple disorders will be overestimated. In this study, we examine the sensitivity of the K6 for respondents with each individual disorder and for those with multiple disorders. Although the specificity of a screen is an important aspect of its performance, our focus here is on the instrument's sensitivity. This is because variation in sensitivity will result in a biased sample through differences in the proportion of cases wrongly excluded (that is, the falsenegative rate).
Methods
We used data from the CCHS 1.2, a nationally representative community mental health survey conducted between May and December 2002 by Statistics Canada. 7 The target population included individuals aged 15 years and over who lived in private dwellings. The overall response rate for the CCHS 1.2 was 77.0%, and the total sample size was 36 984. The CCHS 1.2 used a complex survey design that resulted in unequal probabilities of selection for respondents. In this study, we report results based on a rescaled version of the master survey weight, which is divided by its mean and again by the overall survey design effect, which was 2.3.
The CCHS 1.2 includes 5 common psychiatric disorders: MDE, ME, SP, PD, and AP. We sorted respondents with a 12-month disorder into 6 groups: 5 for respondents with an individual disorder, and a sixth for those with 2 or more. We analyzed the data by computing estimates of the sensitivity of the K6 for each disorder group at cut-offs of the K6 from 1 to 8. We included multiple cut-offs because the K6 is a dimensional measure and the cut-off chosen for a given purpose will vary with judgments about costs and benefits; we excluded cut-offs above 8 because the latter is a score at which the 
Results
Distress, as measured by the K6, varies significantly by disorder group (F 5,1344 = 36.26, P < 0.001), with the mean score among respondents with multiple disorders roughly twice that among those with AP only (see Table 1 ). This difference is reflected in the proportion of cases detected in each group; sensitivity, reported in Table 2 , is consistently highest for the group with multiple disorders and lowest for the group with AP only. These differences are highly significant (all P < 0.001) at each of the 8 cut points presented.
Discussion
Differences in the performance of the K6 in different diagnostic groups are substantial enough to be of concern. Its screening performance is reasonably similar for MDE, SP, ME, and PD, but it is considerably better for respondents with multiple disorders and somewhat worse for those with AP only. The use of the K6 as a screen would therefore lead to some distortion of results beyond a constant proportion of lost cases: the prevalence of AP, in particular, would be underestimated, and comorbidity would appear to be more common than it actually is within the group of respondents with disorders. However, these problems should be kept in perspective; a K6 cut-off of 2, for example, would eliminate roughly one-third of respondents while losing fewer than 10% of cases in any group, except for the group with only AP. There may be situations in which this trade-off will be worthwhile. Moreover, the cases not detected will be those associated with low distress and thus can be expected to be mild or moderate rather than severe. In some settings, particularly clinical ones, this may be acceptable.
As we have noted elsewhere, 4 the K6 should also be compared with the internal screens of the CIDI itself. The CIDI stem items quickly exclude respondents who do not report core symptoms of each disorder, and it is the elimination of respondents who pass these screens but do not have a disorder that will result in the most substantial savings in terms of cost and interview burden. The agreement between the K6 and the internal CIDI screens should be assessed to determine whether it is preferable to include both screens (thus excluding more true negatives) or, where possible, to eliminate internal screens (thereby reducing the length of the interview).
One important limitation to most of the work that has been done in this area so far, including the present study, is the absence of a third standard such as the SCID. 8 In the absence of such a standard, the K6 can appear only to degrade the performance of the CIDI by eliminating true positives. In fact, however, the K6 will also have some beneficial impact by eliminating cases that would otherwise be falsely identified as positive by the full CIDI. A study that administers the K6, the full CIDI, and a gold standard such as the SCID to all respondents is necessary to fully assess the impact of the additional screen. Future research should also examine the possibility of an expanded screen that considers impairment as well as distress; given that criteria for all DSM-IV disorders include the presence of one or the other, including measures of both might result in a screen with improved performance and superior content validity. Such an approach might also prove useful in addressing criticism that the CIDI is excessively inclusive. [9] [10] [11] W La Revue canadienne de psychiatrie, vol 52, no 4, avril 2007 258 The present study is limited by the failure of the CCHS 1.2 to include several prevalent disorders, most notably GAD and dysthymia. The difference in the time periods covered by the versions of the K6 and CIDI used in this survey also limits confidence in the results; however, the fact that sensitivities for episodic disorders (MDE, ME) are better than those for more chronic ones (AP, SP, PD) suggests that this time period difference is not responsible for the variation observed. Therefore, despite these limitations, the results provide evidence that the performance of the K6 varies somewhat by disorder group. This is another cost to be taken into account when considering its possible use as a screen for longer diagnostic interviews. Méthode : Nous avons utilisé les données du cycle 1.2 de l'Enquête sur la santé dans les collectivités canadiennes pour assembler 5 groupes de répondants souffrant de différents troubles psychiatriques de 12 mois (n = 4 481). Un sixième groupe comprenait ceux qui souffraient de 2 troubles ou plus. Nous avons examiné la sensibilité de la K6 chez les répondants souffrant de chacun des troubles individuels de même que ceux souffrant de troubles multiples.
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Résultats : La sensibilité de la K6 varie significativement selon le trouble; elle est très élevée chez les répondants souffrant de troubles multiples, et très faible chez ceux ne souffrant que d'agoraphobie.
Conclusions : L'utilisation de la K6 comme dépisteur pour la CIDI aura pour résultat probable des estimations de prévalence biaisées. Toutefois, les deux instruments devraient être comparés avec une troisième norme pour évaluer complètement les avantages et inconvénients de leur combinaison.
